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Medi cal Servi ces
USE OF RESTRAI NT

1. Purpose. To establish uniform guidelines governing the process of
restraint to include assessnent for use, alternatives and docunentation
wi t hin Madi gan Arny Medical Center (MAMC). This policy does not apply to
forensic and correction restrictions (prisoners) used for security purposes
(such as handcuffs or shackl es).

2. References.

a. Joint Comm ssion on Accreditation of Healthcare Organizati ons (JCAHO),
Conmpr ehensi ve Accreditati on Manual for Hospitals, current edition

b. 42 CFR 482.13 Condition of Participation for Hospitals: Patient's
Ri ghts (Health Care Finance Adm nistration (HCFA) Standards).

3. Explanation of Abbreviations and Ternms. Abbreviations and special terns
used in this regulation are explained in the d ossary.

4. Responsibilities.

a. The Chair, Executive Board of Directors (EBOD) supports initiatives
that create an environnment mnimzing the circunstances that give rise to
restraint use and nexi m zes safety when restraint is used.

b. Chief, Quality Services Division (QSD).

(1) Coordinates quality-control analysis of the use of restraint.

(2) Ildentifies trends and assists in developing strategies to reduce
restraint use.

c. Departnent Chiefs.

(1) Provide restraint education to physician providers.

(2) Monitor compliance of physicians within their departnents.
d. Physici ans.

(1) Support the MAMC restraint policy.

This regul ati on supersedes MAMC Regul ati on 40-11, 27 August 1999
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(2) Uilize the standard order set, MAMC OP 1179-PS (Patient

Restraint Standard Orders) or its electronic equival ent when authorizing the

use of restraint.

(3) Assess patients face-to-face in conjunction with ordering
restraint.

(4) Discrimnate between Restraint for Behavior Managenment and
Restraint Used to Pronote Medical/Surgical Healing

e. Registered Nurses.
(1) Follow this policy when initiating or utilizing restraint.

(2) Initiate restraint according to established criteria in this
policy in energency situations.

(3) Ensure that all clinical staff under their supervision comply
with the assessnent, reassessnent and nonitoring paranmeters outlined when a
patient under their care is restrained.

(4) Participate in ongoing education supporting conpetency in
restraint use.

(5) Ensure that conpetent and trained staff apply and renove
restraint.

f. Al Staff Menbers.

(1) Ensure less restrictive alternatives are considered prior to the
use of restraint.

(2) Ensure the rights, well being and dignity of the restrained
patient are protected and preserved.

(3) Ensure restraint is applied and renoved only by conpetent,
trai ned staff nenbers.

(4) Ensure the restrained patient is assessed and nonitored
appropriately.

(5) Ensure the restrained patient’s needs are nmet during the
restraint episode

(6) Ensure the restraint episode is properly docunented

(7) Ensure the famly of the restrained patient is educated and
i ncl uded/invol ved in decisions regarding restraint, whenever possible.

5. Policy and Procedures. These policies and procedures apply to every
patient and to each episode of restraint.

a. Cener al .
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(1) The use of restraint poses a significant risk to the physical and
psychol ogi cal health and the safety of both patient and staff, as well as the
psychol ogi cal health of other individuals who witness the incident.

Restraint is an intervention of |ast resort.

(2) The decision to restrain requires adequate and appropriate
clinical justification. Restraint is to be applied for no longer than it is
clearly needed and any doubts about the need for restraint should be resolved
in favor of an alternative to restraint.

(3) When assessing and planning for the care of the patient,

consideration will be given to conditions or synptons that indicate a need
for protective intervention (i.e., restraint). Convenience is not an
acceptable reason to restrain a patient. Restraint will not serve as a
substitute for adequate staffing to nonitor patients. The use of restraint
will be predicated on a thorough assessment that exanmines the patient’s
medi cal symptonms and builds upon a care plan that will neet the patient’s
needs.

(4) The use of a nedication as a chem cal restraint is inappropriate.
b. Educating Patients and Family Menbers.

(1) Upon adm ssion and otherwi se as appropriate, patients and their
famly menmbers will be informed of the organization's policy on restraint
t hrough the use of informal briefings and/or informational handouts.

(2) In cases in which the patient has consented to have the famly
kept informed regarding his or her care and the fam |y has agreed to be
notified, staff will attenpt to contact the fanmily pronptly to informthem of
the application of restraint.

(3) Verbal agreenment to the use of restraint received fromthe
patient or the patient’s legal representative affirms respect for patient

aut onony, elimnates the dinmension of sacrifice of personal liberty and is
strongly encouraged. It is sufficient to obtain agreement once per
hospitalization providing the behavior |eading to the application of
restraint remmins constant (e.g., pulling of tubes). |If a new behavior is

encountered (e.g., attenpts at self-harmin a patient who previously agreed
to restraint to prevent the pulling of tubes), agreenent for restraint should
be obtained for the new behavior. Agreenent is consistent with the patient’s
and famly’s involvenent in care decisions and is obtained through patient
and fam |y education. Verbal agreenment shall be docunented in the Medica
Record.

c. Preventive Strategies and Use of Alternatives. Efforts will be nade
to avoid the use of restraint. Alternatives to restraint are sunmarized in
Appendi x A.  The alternatives include:

(1) Correcting or inproving factors such as oxygenation, netabolism
i nfection, sleep deprivation, pain, alcohol or drug w thdrawal and adverse
reactions to nedications.
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(2) Modifying environmental factors such as |ight and noise |evels,
di stractions (television or radio), visual orientation cues (clocks,
cal endars, open wi ndow curtains) and elimnating fall hazards.

(3) Anticipating and assisting with self-care needs such as
toileting, nutrition, hydration and hygi ene.

(4) Providing supervision by placing the patient in a bed close to
the nursing station or having famly or staff remain with the patient.

(5) Elimnating irritating tubes and |ines as soon as possible.

(6) Providing alarns for patients who get out of bed or chairs
unassi st ed.

(7) Pronoting exercise and anbul ati on

(8) Enlisting the services of Physical and Cccupational Therapy to
assist with safe anbul ation, activities of daily living and increasing
strength and endurance.

(9) Providing distraction.

(10) Using stop signs, curtains or other visual barriers to bl ock
access to restricted areas.

d. Patient Factors. Before the application of restraint, and at
intervals thereafter, the patient will be assessed for

(1) Mental status to include, at a mininmum orientation and arousal

(2) The ability to understand and conply with the treatnment plan, in
a manner that is devel opnentally and | anguage appropriate.

(3) The potential for drug or al cohol withdrawal.

(4) The presence of nedications or illnesses that could alter nental
st at us.

(5) Irritating lines, tubes, or dressings that m ght be discontinued.

(6) Pre-existing nedical conditions or physical disabilities that
woul d place the patient at greater risk during restraint.

(7) Oxygenation, confort, ability to rest and environnental factors.
e. Initiation of Restraint.
(1) Restraint will be authorized only when alternative strategies

have proven ineffective and the patient denpnstrates one or nore of the
behaviors |isted bel ow
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(a) Rempval of or pulling at dressings, |ines and tubes.

(b) Anbul ation without assistance when at risk for falls, wandering
or self-injury due to a non-wei ght bearing status.

(c) Display of assaultive, conbative or destructive behaviors.

(d) Attenpts to harmself, others, property or the therapeutic
mlieu.

(2) A doctor’s order (MAMC OP 1179-PS or electronic equivalent) wll
be obtained prior to the application of restraint, unless a registered nurse
authorizes its energent use because the patient poses an i medi ate danger to
self or others (i.e., restraint for behavior nanagenent). |In all
ci rcumst ances, a doctor’'s order will be obtained within one hour of the
application of restraint.

(3) Wen restraint is used for behavior nanagenent, a Licensed
I ndependent Practitioner (LIP) will conduct a face-to-face assessnent within
one hour fromthe tinme of the application of restraint.

(4) When restraint is used to pronote nedical/surgical healing, a LIP
wi |l conduct a face-to-face assessnment as soon as is possible, but no |ater
than 24 hours fromthe time of the application of restraint.

f. Choice of Restraint Device. Use the |east restrictive type of
restraint as outlined in Table 1. Use only equipnent specifically designed
for restraint.

Tabl e 1: Restraint Device Sel ection

TYPE OF DEVI CE | LEAST TO MOST RESTRI CTI VE MEASURE
BODY ONLY ONE LI MB MULTI PLE LI MBS

—) —) LI MBS ==mp AND BODY
Side Rails 0]
Mtts O 0] e
Soft Linb o) 0]
Restraints
Soft Belt 0] o)
Vest 0O
Leat her Cuffs o) e) o)

g. Oders for Restraint.

(1) Orders for restraint are defined by specific time limts based
upon the age of the patient and the type of restraint applied as noted in
Table 2. |If restraint needs to continue beyond the expiration of the tinme-
limted order, a new order for restraint or seclusion will be obtained froma
LIP. Each order authorizes a new restraint episode. Tinme-linted orders do
not nmean that restraint nmust be applied for the entire length of tinme for
which the order is witten. Restraint should be discontinued as soon as the
patient nmeets the behavior criteria for its discontinuation

5
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Table 2: Tinme Limts for Restraint

I ndi cation for Restraint Pati ent Age Frequency Wth Wi ch New
Order Required
Behavi or Managenent > 17 (adult) 4 hours
Behavi or Managenent 9 — 17 (adol escent) 2 hours
Behavi or Managenent < 9 (children) 1 hour
Medi cal / Sur gi cal Heal i ng Al l ages Once per cal endar day

(2) When restraint is ternmnated before the tine-limted order
expires, that original order can be used to reapply the restraint or
seclusion if the patient is at immnent risk of physically harm ng
hi msel f/ herself or others and nonphysical interventions are not effective.
However, if the original order has expired, a new order for restraint is
required.

(3) Oders for the use of restraint or seclusion are not witten as a
standi ng order or on an as needed basis (prn).

h. Patient Mnitoring. The purpose of nonitoring a patient in restraint
is to ensure the patient's physical safety.

(1) Staff nmenbers who nmonitor the patient in restraint will:
(a) Attend to the physical and enotional well being of the patient.

(b) Validate that the patient's rights, dignity and safety are
mai nt ai ned.

(c) Determ ne whether less restrictive methods are possible.

(d) Onbserve changes in the patient's behavior or clinical condition
that necessitate the renoval of restraints.

(e) Ensure that the restraint has been appropriately applied, renpved
or reapplied.

(2) The frequency of nonitoring is deternmi ned by the indication for
the application of restraint.

(a) Assigned staff nenmber will nonitor patients restrained for
behavi or managenent through continuous in-person observation (line-of-sight).

(b) The patient restrained to pronote nedical/surgical healing wll
be monitored, at a mninum every two hours.

i. Patient Assessment. Periodic assessnent is conducted to identify
specific restraint-related patient needs.

(1) Staff nenmbers who assess the patient in restraint and docunent
relevant findings into the health record will:
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(a) Take vital signs and interpret their relevance to the physica
safety of the patient in restraint.
(b) Ildentify nutritional/hydration needs.
(c) Check circulation and range of notion in the extremties.
(d) Address hygiene and elimnation
(e) Address physical and psychol ogi cal status and confort.

(f) Assist the patient in nmeeting behavior criteria for the
di scontinuation of restraint.

(g) Recognize readi ness for the discontinuation of restraint.

(h) Recognize when to contact a nedically trained LIP in order to
eval uate and/or treat the patient's physical status.

(2) The frequency of assessment and its docunentation is determ ned
by the indication for the application of restraint:

(a) Patients restrained for behavi or managenent will be assessed
every 15 minutes.

(b) Patients restrained to pronote nedical/surgical healing will be
assessed, at a mininmum every two hours.

j. Patient Reevaluation. Prior to each new episode of restraint, the
patient will receive a face-to-face reevaluation by the LIP responsible for
the patient’'s care. The LIP will:

(1) Revieww th staff the physical and psychol ogi cal status of the
patient.

(2) Determ ne whether restraint should be continued.

(3) Supply staff with guidance in identifying ways to help the
patient regain control in order for restraint or seclusion to be
di sconti nued.

(4) Supply an order.

k. Docunent ati on.

(1) For all types of restraint, the health record will include the
foll owi ng supportive docunentation, as appropriate:

(a) The circunstances that led to the application of restraint.

(b) A statenent regarding the failure of nonphysical interventions.
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(c) Arationale for the type of restraint selected.
(d) Behavior criteria for discontinuation of restraint.
(e) Witten orders for use.

(f) Observations derived fromnonitoring of the patient (continuous
with restraint for behavi or managenent versus every two hours for restraint
to pronote nedical/surgical healing).

(g) Results of periodic patient assessnments (every 15 minutes with
restraint for behavior nmanagement versus every two hours for restraint to
promot e medi cal / surgi cal healing).

(h) A summary of each face-to-face evaluation and reeval uati on of the
patient by the LIP.

(i) Any assistance provided to the patient to help himor her neet
t he behavior criteria for discontinuation of restraint.

(j) Any injuries that were sustained and any treatnments rendered for
said injuries.

(k) Notification of the patient's fam |y, when appropriate.

(2) When restraint is used for behavior managenent, the docunentation
wi Il also include:

(a) Indication that the patient and/or famly was inforned of the
organi zation's policy on the use of restraint.

(b) A summary of any pre-existing nedical conditions or any physica
disabilities that would place the patient at greater risk during restraint.

(c) Specific coments regarding any patient-held advance directives
with respect to behavioral health care

(d) Information relevant to any history of sexual or physical abuse
that would place the patient at greater psychological risk during restraint.

(e) A summary of the debriefing session held with the patient and/or
fam ly menbers. The debriefing will be held as soon as is possible, but no
| onger than 24 hours after the episode.

|. Reporting of Restraint for Behavior Managenent. Use MAMC Form 1709-N
(Nursing Unit 24 Hour Report) to notify the clinical |eadership of any
instance in which a patient remains in restraint for behavior managenent for
nore than 12 hours, or experiences two or nore separate episodes of restraint
of any duration within 12 hours. Thereafter, the | eadership is notified every
24 hours if either of the above conditions continues.

m Training. Al staff who are authorized to physically apply restraint,
assess or nmonitor the patient in restraint, or who are authorized to initiate

8
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restraint and/or perform eval uations/reevaluations will receive training for
restraint procedures, to include proper docunentation. This will be
acconpl i shed through a variety of channels to include nursing orientation,
the Madi gan intranet and graduate nedical education. Initial and ongoing
conpetency will be docunented in the individual’s six-part education folder
as appropriate.

The proponent agency for this regulation is the

O fice of the Deputy Conmander for Clinical Services.
Users are invited to send coments for suggested

i nprovenent to the Deputy Conmander for Clinical

Ser vi ces.

FOR THE COMVANDER:

OFFI ClI AL: VAL J. MARTI N
Li eut enant Col onel, MS
I nterim Chief of Staff

/1sl/
M CHAEL L. AMARAL
Maj or, MS

Deputy Chief of Staff

DI STRI BUTI ON:
El ectronic Bulletin Board
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Appendi x A
Alternatives to Restraint

Physi cal Interventions

Provi de exercise and activities (arts/crafts/hobbies/col oring books/
crossword puzzl es/ vi deos/ ganes/ books and nmagazi nes)

Anti ci pate/ provi de for basic needs such as hunger, thirst and toileting
Pronmote normal sleep patterns

Encour age rel axation techniques

Listen to the patient and encourage the expression of feelings

Obtain the patient’s perm ssion to use safety neasures such as |lap belts

Psychol ogi cal Interventions
- Talk to your patient, not “over” himor her
Expl ain all procedures and acknowl edge the fear of the unknown
Oient the patient to his or her surroundi ngs

Encour age the conpani onship of others such as fanmly, friends, church
members or volunteers

Hol d or cuddl e infants and young children as appropriate

Physi ol ogi cal |nterventions
- Review nedications for side effects and interactions
Review lab results (e.g., electrolytes, conplete blood count, blood gas)
Conduct a physi ol ogi cal assessnent
Col | aborate with other healthcare nenbers and revise the treatnent plan
Institute a toileting program
Institute a bowel program

Spiritual Interventions
Contact the hospital or unit chaplain

O fer the sacranents of Conmuni on, Reconciliation and Anointing of the
Si ck

Envi ronnental |nterventions

Use 1:1 conmunication to informthe patient of neasures taken to pronote
safety

Use cushions or pads to protect the patient or consider alternate beddi ng
sol utions

Locate the patient in proximty to the nurse’s station

Mai ntai n appropriate |ighting

Use a Geri chair or other adaptive support

Be sensitive to anbient noise |levels

Renpove clutter and obstacles that could injure the patient

Assure that itenms such as the nurse call light and items to facilitate
toileting needs are within reach

Position lines and tubes to be | east obtrusive
Use bedrails ONLY when an individualized assessnent supports their use

10
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Attend to the inpact of disruptions such as visitors and exami nations or
procedur es

11
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Appendi x B
Restraint Quick Use Reference
What type of Restraint for Behavior Restrai nt for Behavi or Restraint Used to Pronote
restraint are we Managenent Managenent Medi cal / Sur gi cal Healing
tal ki ng about ? (Psychiatry Unit Only) (Any Ot her Setting) (Any Setting)
What is the purpose Used in an enmergency when a patient’s behavior is Used on a non-combative,
of the restraint? vi ol ent or aggressive and poses a threat to the patient ot herwi se cooperative
or staff. pati ent non-energently to

alter a behavior that
retards healing.

Where is this type of [ Any clinical setting. Any clinical setting
restraint used?

How soon after the Wthin 1 hour. Wthin 1 hour
application of
restraint is a
doctor’s order
needed?

Once restraint is Wthin 1 hour. Wthin 24 hours.
appli ed, how soon
must the |icensed

i ndependent provider
(LI P) conduct a face-
to-face assessnent ?

How I ong is the Over age 17: 4 hours One cal endar day.
original doctor’s Ages 9-17: 2 hours
order valid? Bel ow age 8: 1 hour

12
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How often is a new Over age 17: Every 4 hours Each cal endar day.
doctor’ s order needed Ages 9-17: Every 2 hours
if restraint is to Bel ow age 8: Every hour

conti nue beyond the
peri od authorized by
the original doctor’s

order?
How often nust the Each time a new order is witten. Each tine a new order is
LI P conduct a face- witten.

to-face reassessnment
of the patient?

How of ten nust the Continuous (line of sight) monitoring. No | ess than every 2
nursing staff nonitor hour s.

the patient for
things |ike physica
and enotional wel
bei ng and pati ent

safety?
How often nust the Every 15 ni nutes. No | ess than every 2
nursing staff assess hour s.

the patient for
things like vita
signs, circulation,
hygi ene, and confort?

How often do the Every 15 m nutes. No | ess than every 2
findings fromthe hours.

nursing staff’s

noni tori ng and
assessnment need to be
docunent ed?

13
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For each episode of
restraint, what nust
be docunented into
the health record?

For

al l

forms of restraint in al
The circunstances that led to the application of
Nonphysi cal interventions that failed.

Rationale for the type of restraint selected.
Criteria for discontinuation of restraint.
Witten orders for use.

Qobservations derived fromnonitoring and assessnment of the patient.
Sumary of each face-to-face evaluation by the LIP
Assi stance provided to the patient to help himor her
criteria for discontinuation of restraint.

Any restraint-related injuries or treatnents.
Notification of the patient's fam |y, when appropriate.

settings:
restraint.

neet the behavi or

Are there unique
itenms that nust be
docunent ed when
restraint is applied
on the Psychiatric
War d?

Psychi

atry Unit Only:
I ndication that the patient and/or
policy on the use of restraint.

Summary of any pre-existing nedical
that woul d place the patient at

fam |y was informed of the organization's

conditions or disabilities

great er

any physi cal
risk during restraint.

Content of any patient-held advance directives with respect to behaviora
health care

Rel evant history of sexual or physical abuse that would place the patient at
greater psychol ogical risk during restraint.

A summary of the debriefing session held with the patient and/or famly
nmenbers.

14
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d ossary

Section |
Abbr evi ati ons

LIP
Li censed | ndependent Practitioner

Section |1
Speci al Terns

Adapti ve Support

Use of neasures intended to allow a patient naxi num normative body function
Exanpl es include orthopedic applications, braces, wheelchairs, helnets, or
ot her appliances/devices used to support the patient and prevent harm

Chemni cal Restraint

The use of any psychoactive medication that is not a usual or customary part
of a nedical diagnostic or treatment procedure, and that is used to restrict
a patient's freedom of novenent.

Conpetent, Trained Staff Menbers

Staff nmenbers who have conpleted training and have passed both a witten and
practical exam nation on the safe application of, release from nonitoring
of, and alternatives to restraint.

Li censed | ndependent Practitioner (LIP)

An LIP is an individual who is recognized by hospital policy as having the
i ndependent authority to order restraints for patients. This includes
residents providing care under the auspices of a graduate medi cal education
program accredited by the Accreditation Council on G aduate Medica
Educat i on.

Medi cal | mmobilization

Use of neasures that are inherent and customary to certain nedical, dental

di agnostic or surgical procedures. Such neasures include, but are not
[imted to, surgical positioning, intravenous (1V) arm boards or devices used
to stabilize a patient during radi ot herapy or radi ographic procedures.

Physi cal Restraint

Any manual method or physical or nechanical device, nmaterial, or equipnment
attached or adjacent to the patient’s body that he or she cannot easily
renmove that restricts freedom of novenment or normal access to one’'s body.
Physi cal restraints include, but are not limted to:

Armrestraints, leg restraints, hand mtts, soft ties or vests, lap
cushions, and lap trays that a patient cannot easily renove.

Side rails that keep a patient fromvoluntarily getting out of bed.

Tucking in or using Velcro to hold a sheet, fabric, or clothing tightly so
that a patient's novenent is restricted.

15



14 May 2002 MAMC Regul ation 40-111

Devi ces used in conjunction with a chair, such as trays, tables, bars or
belts, that a patient cannot easily renove and that prevent the patient from
rising.

Placing a patient in a chair that prevents himor her fromrising.

Placing a chair or bed so close to a wall that the wall prevents the
patient fromrising out of the chair or voluntarily getting out of bed.

Restrai nt

The direct application of physical force to a patient, wi thout the patient's
perm ssion, to restrict his or her freedom of novenment. The physical force
may be human, a nechani cal device, or a conbination thereof. This definition
does not apply to interactions with patients that are brief and focus on
redirection or assistance in activities of daily living, such as hygiene.

Restrai nt for Behavi or Managenent

The application of physical restraint in an energency situation in which the
patient’s behavior is violent or aggressive and poses a threat to the patient
or staff.

Restraint to Pronote Medical/Surgical Healing

The application of physical restraint in non-emergent situations to a non-
conmbative, otherw se cooperative individual exhibiting a behavior that
retards healing.
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